Heterotopic pregnancy refers to the presence of simultaneous pregnancies at two different implantation sites. Most often these sites are a combination of intrauterine and ectopic pregnancies, rather than two ectopic pregnancies [1]. Heterotopic pregnancy used to be rare, estimated to occur in 1 in 30,000 pregnancies [1]. With the advent of assisted reproduction techniques (ART), the overall incidence of heterotopic pregnancy has risen to approximately 1 in 3900 pregnancies [2] . Combination of cervical pregnancy and intrauterine pregnancy is a rare form of heterotopic pregnancies. A spontaneous rare form of heterotopic pregnancy that combined cervical and intrauterine pregnancy is presented.
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The patient (age 33, gravida: 5, parity: 3, abortus: 1) applied to our clinic for routine antenatal examination at the eighth week of the pregnancy for the first time. The patient had in her history a c-section operation seven months ago. After physical examination and ultrasonographic evaluation, heterotopic pregnancy was determined. The patient did not have defense and rebound sensitivity during the abdominal examination and the collum movements were determined to be severely painful during the gynecological examination. In the ultrasonographic evaluation, there was a 7-week fetus with cardiac activity in the cervical canal and the formation of a hyperechogenic echo that was thought to be a gestational sac with yolk sac in the uterine cavity. However, widespread free fluid collection was not observed inside the paraovarian region, Douglas cavity or abdomen (Figure 1 A) . The β-human chorionic gonadotropin (β-hCG) level was 74,627 IU/l, and the progesterone level was 7.17 ng/ml. We treated the hemodynamically stable woman with cervical pregnancy medically using 75 mg single dose methotrexate (MTX) therapy without intraamniotic or intrafetal injection of local potassium chloride (KCL). The β-hCG level was 36935 IU/l and the progesterone level was 4.74 ng/ml 4 days after methotrexate. In the ultrasonographic evaluation, cardiac activity was not observed, but there was formation of a hyperechogenic echo in both the cervical canal and the uterine cavity (Figure 1 B) . Therefore, we used 200 µg of prostaglandin E1 (PGE1, misoprostol) intravaginally to provide abortion. One day after this treatment the patient aborted. There were no complications after the treatment. There were no problems in the follow-ups after discharge. The patient was called for regular routine check-ups and her hemoglobin value was 13.2 g/dl; however, the ultrasonographic and gynecologic examination were evaluated as normal. She was informed in detail regarding the possible obstetric and gynecologic situations that might arise in her next pregnancy.
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Cervical pregnancy is a rare form of ectopic pregnancy in which the pregnancy implants in the lining of the endocervical canal. It accounts for less than 1% of ectopic pregnancies [3] . The cause is unknown; local pathology related to previous cervical or uterine surgery may play a role given the apparent association with a prior history of curettage or cesarean delivery [4] . Another theory is rapid transport of the fertilized ovum into the endocervical canal before it is capable of nidation or because of an unreceptive endometrium.
The most common symptom of cervical pregnancy is vaginal bleeding, which is often profuse and painless [4] . Lower abdominal pain or cramps occur in fewer than one-third of patients; pain without bleeding is rare. It is important to consider the possibility of cervical pregnancy in such patients since early diagnosis is critical for avoidance of complications and successful treatment.
The term cervical abortion has been used to describe an aborting intrauterine pregnancy that is trapped in the endocervical canal because of resistance from the external cervical os. An intrauterine pregnancy in the process of aborting can mimic a cervical pregnancy if the products of conception have not passed through the external cervical os. This diagnosis is likely if ultrasound reveals some products of conception/blood clot in the uterine cavity, the uterine cavity is enlarged compared to the cervix, the internal cervical os is open, or the gestational sac is flattened and has no or a minimal echogenic rim and contains no or a dead embryo [5] . In addition, a cervical abortion should not show any signs of trophoblastic invasion of the cervical stroma or cardiac activity; the presence of intracervical peritrophoblastic blood flow by color/pulsed Doppler ultrasound or cardiac activity suggests a true cervical pregnancy. Cervical pregnancy rather than incomplete abortion is also suggested by a negative sliding sac sign: no movement of the intracervical sac when the vaginal transducer is used to apply gentle pressure to the cervix. The differential diagnosis also includes cesarean or hysterotomy scar pregnancy, which should be considered if the gestational sac is in the anterior lower uterine segment and the uterine cavity and endocervical canal are empty [6] .
Treatment of the ectopic pregnancy should be tailored to the site of implantation and should use the least invasive therapy in order to preserve the concomitant intrauterine pregnancy. Systemic medical therapy (e.g. methotrexate) is contraindicated in the presence of a viable intrauterine gestation [7] . Salpingectomy is the standard surgical approach of a coexistent tubal pregnancy, and should be the first line of treatment in patients with hemodynamic instability or other signs of tubal rupture. A laparoscopic approach is desirable if the patient is hemodynamically stable.
In expert hands, if the pregnancy has not ruptured, then local injection into the sac under sonographic guidance is an effective treatment. Substances for injection should have high therapeutic effectiveness with low toxicity to the concurrent intrauterine pregnancy, and produce no lasting damage to the fallopian tube [8] . Two options are potassium chloride (KCL) and hyperosmolar glucose [8] . A report of a cervical pregnancy treated with KCL injection was complicated by delayed bleeding, which was controlled by placement of cervical stay sutures [8] . The co-existing intrauterine pregnancy progressed to term. A heterotopic cesarean scar pregnancy combined with an intrauterine pregnancy was successfully treated by selective embryo reduction by aspiration [9] .
Informed consent was obtained from the participant.
